Magnetic resonance imaging of the thoracic spine ( fig 2) showed a 7 × 4 × 3.5 cm lesion in the right paraspinal and intercostal muscles. There was no evidence of communication with the spine. No rib involvement was identified. The lesion was predominantly located in the paraspinal muscles, but intercostal spread caused some early pleural reaction, but no pleural eVusion. This was of increased signal on T2 and low signal (not illustrated) on T1 sequences suggesting fluid contents.
Two chest radiographs that were done during the course of the patient's illness showed no abnormality and in particular, no evidence of active or healed tuberculosis. The negative chest radiographs do not however exclude a previous primary complex, which might have healed with minimal residual scarring or calcification.
The lesion, which proved to be a large abscess, was aspirated by the orthopaedic surgeon obtaining 40 ml of pus. On Zhiel-Neelson film no acid fast bacilli were seen, but subsequently mycobacterium tuberculosis was grown on the culture of the aspirated pus. Further investigations including sputum, urine cultures and ultrasound scan of abdomen failed to delineate a primary focus. Heaf test was also negative. On the day after the aspiration, the patient was started empirically on anti-TB treatment with Rifater (isoniazid 50 mg/pyrazinamide 300 mg/rifampicin 120 mg) five tablets daily, before a microbiological diagnosis was obtained. Four weeks later the abscess cavity filled up again, which on this occasion was treated by incision and drainage obtaining 50 ml of pus. She made satisfactory progress with her established anti-TB treatment (Rifater tablets) as supported by her erythrocyte sedimentation rate decreasing to 21 mm 1st h within one month together with resolution of the lump and the pain.
Discussion
Common causes of pyomyositis are streptococci and staphylococci. Muscular TB is very uncommon. Search of Medline and Embase found few documented cases of TB myositis. [4] [5] [6] [7] [8] Reported associations of this type of abscess include systemic lupus erythematosus, dermatomyositis, leukaemia and renal transplant recipients. [6] [7] [8] [9] In approximately 15% of patients without HIV infections TB occurs at extrapulmonary sites, whereas this is seen in 40% of patients who are HIV positive. 10 Tuberculosis has been shown to occur earlier in the course of HIV infection than other opportunistic infections, for example, Pneumocystis carinii. Indeed, TB may be the first manifestation of HIV infection. 11 History of TB infection or exposure to it, may or may not be present. Evidence of concurrent active intra-thoracic TB is present in less than 50% of cases. 12 Initial chest radiographs may be helpful in the diagnosis, but in many, further radiological investigations such as computed tomography 13 14 or magnetic resonance imaging will be required as was necessary in our patient. Imaging can facilitate earlier diagnosis when disease is still muscular before bony involvement occurs. Despite all these investigations, microbiological confirmation of tuberculous bacillus is mandatory from the aspiration of the abscess. Treatment of this type of infection in the United Kingdom at present is with Rifater (isoniazid/pyrazinamide/ rifampicin) for two months then followed by either Rifinah or Rimactazid, which contain rifampicin/isoniazid, given by mouth for a further four months.
One should have a higher index of suspicion of TB even in uncommon sites like muscle, in patients from ethnic groups predisposed to this infection. 15 In patients with no history of contact of TB, various conditions, for example, HIV, corticosteroid therapy, connective tissue disorders, diabetes and blood dyscrasias should be considered as a predisposing cause.
The Heaf test despite its diagnostic role in many patients, was unhelpful in this case. Negative Heaf test results, are usually attributable to faulty technique, overwhelming infection, sarcoidosis or immunosuppressive therapy. In the absence of the last three mentioned conditions, faulty technique was the most likely cause of the negative response in our patient. However, more significantly, mycobacterium tuberculosis was confirmed on the culture of the aspirated pus and thus the diagnosis of TB pyomyositis was reached.
The lessons x Inspection and palpation may reveal vital clues in the diagnosis of the cause of backache. x A high index of suspicion of TB, even in unusual sites, is required in patients from certain ethnic groups. x Tuberculous pyomyositis, while rare, can be expected to be seen more frequently because of increasing incidence of TB world wide.
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